ficiency, which may be sufficiently severe to cause subacute combined degeneration of the spinal cord. Such patients require vitamin B12 but no other vitamin supplements are usually necessary (Booth & Mollin 1960 , Booth 1961 . Steatorrhoea should be controlled with a low fat diet and high dietary protein (Booth 1961 ). An illustrative response to vitamin B12 of a patient who developed megaloblastic anamia following an extensive resection of the distal small intestine is shown. in The striking feature of pancreatic disease is that malabsorption may cause little diarrhoea even in the complete absence of pancreatic secretion. These patients in temperate climates often appear well nourished and rarely develop nutritional deficiencies. Megaloblastic anamia has not hitherto been recorded as a complication of this condition.
Glycosuria and other evidence of diabetes is useful in the diagnosis of pancreatic malabsorption. A The examination of the small bowel by biopsy, juice analysis and radiographic methods is increasingly interesting. There is controversy regarding the relative merits of ordinary barium 'follow through' examination, and investigation via a duodenal tube.
A single duodenal tube was used by Pesquera (1929 ), Ghelew & Mengis (1938 , Gershon-Cohen & Shay (1939) and Schatzki (1943) . The disadvantage of this technique lay in the uncertainty of a tube passing into the duodenum. To overcome this and to produce a more detailed mucosal examination Scott Harden (1960) evolved a double tube, the inner flexible element sliding within the more rigid outer one. The two tubes were advanced to the pylorus and the inner one pushed through the pylorus into the duodenum. Between 20 and 30 ml of non-flocculating barium, diluted with water to 60-90 ml, was introduced and flushed through the small intestine with up to one and a half pints of water. Magnesium sulphate was added to prevent water absorption by the bowel. ' 
Method ofInvestigation
In-patients and out-patients were investigated. No special preparation was used apart from a sixhour fasting period prior to the examination.
Premedication consisted of an amethocaine lozenge twenty minutes beforehand, supplemented by a 2 % amethocaine throat spray in the case of apprehensive patients. A tube was passed over the patient's tongue and advanced to the cardia. The tube used was similar to that designed by Scott Harden apart from the addition of six holes in the last 6 cm of the inner tube; this prevented it from becoming blocked and facilitated the rapid introduction of a large bolus of contrast medium. The oral route was preferred to the nasal because it allowed for greater manceuvrability.
The tube was advanced to the pylorus under fluoroscopic control. This was best accomplished with the patient standing, but once the pyloric region was reached the supine position was found preferable. In this position the length and sometimes the degree of curvature of the stomach were diminished, and palpation could be more easily performed. The inner tube was now advanced and in most cases it passed readily into the duodenum and usually to the duodeno-jejunal flexure.
In no case have we -found it necessary to outline the stomach and duodenum before the tube was passed. In cases where the duodenal cap was directed backwards the stomach was manually elevated, which reduced its curvature and the tube passed without difficulty. When the inner tube lay at the duodeno-jejunal junction 80 ml of 500%
Micropaque was injected rapidly under screen control. When the original rapid passage of this 'bolus' ceased in the ileum, up to 2 pints of 0 75 % Prepacol was injected to flush it through the whole of the small bowel. The Micropaque-coated walls of the small intestine were thus distended by a radiolucent bolus of Prepacol, producing an excellent 'double contrast' effect. In the majority the examination was completed within thirty minutes. The only ill effect encountered, in a few, was nausea associated with the passage of the tube. Idiopathic steatorrheea almost invariably shows mucosal abnormalities (Doniach & Shiner 1958 , Rubin et al. 1960 ) and the present survey concerns the results of 57 biopsies from 44 patients.
A normal biopsy (Fig 1) shows villi which project from the mucosa into the lumen of the gut. These vary in shape and size, and branching is common. The villi are covered by tall columnar epithelium (Fig 2) , with parallel basal or suprabasal nuclei, eosinophilic cytoplasm, and a thin, refractile line on the luminal surface. This is the brush-border, shown on electron microscopy to be composed of parallel folds of cytoplasmic membrane -microvilli.~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~. 
